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ABSTRACT 



American Indians experience many problems related to alcohol 
misuse. However, there are prevention approaches that work to reduce risk of 
alcohol misuse among American Indians. With regard to the way prevention 
workers carry out their work in American Indian communities, programs must 
emerge from the community, prevention workers must demonstrate a commitment 
to the community, and non- community members need to develop cultural 
sensitivity. Developing cultural sensitivity involves first becoming aware of 
one's own cultural values and learning about differences relative to other 
cultures, and then spending time in a community. When negotiating program 
access with American Indian communities, it is important to demonstrate how 
the community will benefit from the program. Regarding prevention approaches 
that are most appropriate in American Indian communities, several principles 
emerge: using American Indians as staff whenever possible, and incorporating 
cultural concepts within the programs. Because American Indian culture varies 
across communities, it is important to design programs that are relevant to 
local norms, values, and conditions. Prevention programs should empower 
people by enabling participants to identify with and function in their 
community and the dominant society, and by assuring that individuals in the 
community can continue the programs. A comprehensive community program should 
involve a variety of approaches that fit together in a mutually supportive 
and beneficial manner and strengthen the community and family, not just 
individuals. Finally, programs must ensure that the interventions are 
adequate and maintain fidelity across sites. (Contains 95 references.) (TD) 
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As a group, American Indians experience many problems 
related to alcohol misuse. Age of first involvement with alcohol 
is younger, frequency and amount of drinking is greater, and 
negative consequences are more common for American Indians 
than for non-Indians. However, there are prevention 
approaches that work to reduce risk of alcohol misuse among 
American Indians. Based on an examination of these 
approaches, this chapter identifies prevention principles that 
may increase the likelihood of success when working with 
American Indian communities. These principles relate first to 
the ways that prevention workers carry out their work in 
American Indian communities and second to types of strategies 
used in the prevention programs. The concern in both areas is 
to identify general principles that are appropriate for American 
Indian communities. 

The purpose of this chapter is provide an overview of some of 
the typical prevention efforts that have taken place in American 
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„ . tn identify common themes or best 
Indian communities tices faU into two areas. The 
practices among them, ines p by w hich prevention 

are appropriate for for the preven- 

Although this chapter focuses o p 6 generally to 

tion of alcohol misuse, the issues ^ impo rtant since drugs 
the prevention of all drug mi ' . American Indian 

ot her ^ (1987); 

cornmunmes. Recent work y^ d Beauyais (198 9); Beauvais 

Swaim, Oettmg, ' (- 1993 ) provide good overviews 

(1992a), and M f ^itTrelltS pSems experienced by 
of the range of drugs an . h , nts are frequently abused 
American Indians. For example, plants are 4 

by American Indian you* « Getting, & 

before they 8 a V n aCCe f 9g2) . use of marijuana is highly vari- 

Edwards, 1985a; Winge , ' 2rc >ups but appears to be 

able across different American Indian g youth 

higher among h very low among American 

(Mail & Johnson, 1993), 1QQ1V co caine use is similar 

Indian people (Bachman et al M " uvais et a l„ 1985a). 
for American Indians and “"-“ ^national studies. Mail 
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teristics ^ha^provid'e^ important Indians, 

prevention workers planning ^ isuse is described. 

Next, the extent of the ?«**£££ ^uttaTmerican Indian 
Third, how prevention work is ^ principles that 

communities is exami successful programs. Finally, 

will guide workers in caring , out : successfu ^ q( 
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The American Indian Population 



As of 2000, there were 557 federally recognized tribes (Indian 
Health Service [IHS], 1999). While some similarities exist among 
these groups, there is also significant variation as evidenced by 
many distinct cultural areas (Manson, Shore, Barron, Ackerson, 
& Neligh, 1992) and more than 200 currently spoken American 
Indian languages (Fleming, 1992). Persons defined as American 
Indians may also differ greatly by degree of Indian ancestry, 
with 25 percent American Indian blood the most commonly 
accepted minimum threshold for tribal membership (Wilson, 
1992). 

All of this is further complicated because, like members of 
other ethnic groups, most American Indians live in two worlds: 
their own ethnic community and the mainstream or white com- 
munity. This experience of dual socialization has been concep- 
tualized as primary enculturation experiences within one's own 
cultural group along with less comprehensive, but significant 
exposure to agents and forces within the majority culture (de 
Anda, 1984). Valentine (1971) pointed out that all ethnic minor- 
ity groups are exposed to dominant cultural patterns by main- 
stream institutions, including the mass media, advertising, pub- 
lic schooling, and national holidays and heroes. Another layer of 
American Indian diversity is intertribal and interracial mar- 
riages that may result in many American Indian people affiliat- 
ing with more than one tribe, being of mixed blood, or both. 
Indeed, throughout the 20th century, mixed-blood American 
Indians have outnumbered full-blood Indians (Wilson, 1992). 

Geographically, American Indian populations tend to clus- 
ter in the Western States with 66 percent of all American Indians 
living in 10 States. Of these 10, 8 are in the West or Midwest 
(Hodgkinson, Outtz, & Obarakpor, 1990; Snipp, 1989). While 
American Indian people are often thought of as residing on iso- 
lated reservations, the majority live in urban environments or 
migrate to and from reservations and urban areas (Hirschfelder 
& Montano, 1993; U.S. Census Bureau, 1992). Finally, as a result 
of a birth rate that has consistently been twice that of the U.S. 
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average, the American Indian iTl990, 

age of the American Indian populatio Y 

compared with 34.4 years for U.S. whites (IHS, 1993). 

Extent of the Problem 

Alcohol misuse leads to a number 

American Indian commumttes. rience hjgh rates 0 f 

American Indians and A as inluries and death due to 

heart disease, cancer, diabetes, a ) j mfjcan t role in 

accidents (IHS, 1991). Alcohol misuse ^pHys > 8 the 
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THS show alcohol-related traum . , « c r ickson 

r” sonsTor health care and disability (Hisnamck & Erickson, 
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United States. For example, by the 12th grade, lifetime preva- 
lence of alcohol use is quite high: 96 percent for American Indian 
males and 92 percent for females (Oetting & Beauvais, 1989). But 
the major difference between American Indian youth data and 
U.S. youth averages is found in measures dealing with age at 
first involvement and degree of involvement. Age at first 
involvement with alcohol is younger for American Indian 
youths, frequency and amount of drinking are greater, and neg- 
ative consequences are more common and severe (Beauvais, 
Oetting, & Edwards, 1985b; Forslund & Cranston, 1975; Forslund 
& Meyers, 1974; Hughes & Dodder, 1984; Oetting, Beauvais, & 
Edwards, 1988). Oetting and colleagues (1989) have found that at 
all ages and grades, a greater percentage of American Indian 
youth are more heavily involved with alcohol than are non- 
Indians. Several studies indicate that heavy drinking is both 
encouraged and expected among many peer groups as the 
"Indian thing to do" (Winfree & Griffiths, 1983a). Beauvais and 
LaBoueff (1985) indicate that the youth most likely to abuse alco- 
hol are those tied to alcohol and drug abusing peer clusters. By 
12th grade, 80 percent of American Indian youth are current 
drinkers, but there is some variation from reservation to reserva- 
tion (May, 1982). Severity measures show that American Indian 
youths who drink are more likely to report having been drunk 
and to have "blacked out" (Oetting & Beauvais, 1989). Just as 
U.S. high school data show an increase in drinking and mari- 
juana use through 1980, and subsequent declines after 1980, the 
American Indian patterns over time are similar. That is, 
American Indian youths have reported reduced use of drugs and 
alcohol in recent years (Oetting & Beauvais, 1989; Winfree & 
Griffiths, 1983b). However, the subgroup of American Indian 
youths who indicate heavy use has not declined but rather has 
remained steady at 17 percent to 20 percent (Beauvais, 1992a). 

Ferguson (1968) has described the majority of American 
Indian drinking as recreational drinking. She indicated that the 
subgroup of recreational drinkers is typically made up of young 
males who drink with friends for weekends, parties, special 
occasions, and other social events. As with other groups of 
young persons, drinking and intoxication are important for 
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social cohesion and are generally highly valued. This type of 
recreational drinking among American Indian ^oups of ma y 
tribes mav differ from some other groups in the United btates 
only in matters of degree and cultural meaning. As described y 
mt; authors! American Indian recreational drinking is more 
rapid more forced, and the "bouts" are extended over long 
nights, entire weekends, and for other lengthy periods (Dozier 
W66 Hughes & Dodder, 1984; Lurie, 1971; Savard 1968, 
Weisner, Weibel-Orlando, & Lang, 1984). Very high blood alco- 
hol concentrations are commonly found in American Indians 

who participate in this style of drinking. 

Both the data on the extent and the consequences of use 
clearly point to the need for programs for preventing a co o 
involved problems, especially among American Indian youtfr 
Differences by tribal group, cultural orientation, degree 
American Indian ance Jry, and reservation or urban residency 
prohibit the prescription of what prevention should look like l 
all American Indian communities. However, by 8 

approaches to working in American Indian * “f. 
the range of prevention programs operating in ese 
ties, it is possible to arrive at some prevention principles that are 
applicable for working with American Indians. 

Working in Indian Communities 
Overcoming Distrust 

One of the first issues to consider in understanding the djmam- 
ics of carrying out prevention programs in American Indian 
communities is that like many other ethnic minonty commum- 
ties American Indian communities often have a historical dis 
t^ist oTIhe dominant society (Lockart, 1981). This distrust is 
based in the historical nature of the relationship between * e 
dominant culture and American Indians that .includes .a 5M 
year history of oppression and domination at times PP 
ing genocide. When the programs are seen as imposed 
side the community, this distrust is likely to escalate and to 
a significant barrier. In such situations, prevention programs 





not likely to produce useful results. To overcome this, we must 
find ways to make programs relevant to communities and we 
must demonstrate our commitment to the community. A key 
part of making programs relevant is to have them emerge out of 
the process of community involvement. Beauvais and LaBoueff 
(1985) present a model of community action that progresses 
from a few interested people to a core group to a community 
task force. Each step involves more community members com- 
mitted to the idea of prevention. 

There are several ways that noncommunity members can 
demonstrate their commitment to American Indian communi- 
ties (Fred Beauvais, personal communication, August 15, 1997). 
Simply responding to the stated needs that are defined by the 
process of community involvement instead of having a set pro- 
gram that is defined by academic interests or by government or 
foundation announcements is a strong statement to the commu- 
nity. Providing technical assistance that is needed in the com- 
munity even though it may not be funded directly by grants also 
contributes to demonstrating a commitment. Perhaps most 
important, prevention workers need to be willing to stick 
around and deal with a problem for as long as it takes, even if 
that means moving beyond the original funding period. This 
might mean locating and securing additional funding in order 
to continue a program. In summary, working in American 
Indian communities requires us to directly address issues of dis- 
trust by listening to and then responding in a committed man- 
ner to community-defined interests. 

Developing Cultural Sensitivity 

To accomplish the above, we must be culturally sensitive. But 
what does that really mean? Much work has been done con- 
cerning the overall issues of cultural diversity and cultural sen- 
sitivity. Tello (1985), Cross (1988), Cardenas (1989), and Orlandi 
(1992) refer to this area of work as cultural competency. While 

, varying slightly, these authors view competency as occurring in 
stages with simple awareness of cultural differences being a 
necessary first stage. The second stage is self-assessment, that 
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is the awareness of one's own cultural values. This a PP™ a * ‘° 
cultural competence holds that people must understand he 
own culture <i.e„ recognize that they have a cutaml Jen 
hpfnre thev can be sensitive to other cultures. The third stage is 
an understanding of the dynamics such as conflict an racism 
that'mavoccur when members of different cultures interact 
WorkTng through these three stages enables individuals to 
adapt'to diversify and to adjust professional skills to fit w, h.n 
the cultural context of the ethnic community. Green (1982) c 
ifies this process by pointing out that to be t cdhmally comp 
means to conduct one's professional work in a way that con 
gruent with the behaviors and expectations that » meml f rs ’ ° 
Cultural croup recognize as appropriate among themsel . 
“ ft "does not mean that nonmembers of a community 
will be able to conduct themselves as though they are a member 
rfthe group. Rather, they must be able to engage the commu- 
nion something other than their own terms and demonstrate 
acceptance of cuftural difference in an open, genuine manner, 

"xpalTnlSsTssue, the term culture must be given sub- 
stance Lum (1986) summarizes many of the ideas concerm g 
culture He indicates that culture deals with the social heritage 
of humans. Culture is the way of life of a ,soa*r ^cnbed 
ways of behaving or norms of conduct, baUe f s ' valueS ' ‘ 
skills. It is the sum total of life patterns passed on from one ge 
eration to the next within a group of people^ Cutaue : is , z 
ihai tniides interpretation of behavior. Orlandi (1992, p. ) p 
t hifway cidture is the shared values, norms, traditions, cus- 
toms^ 'arts, history, folklore, and institutions of a group of 

Pe °From the above it is clear that culture is not static but is con- 
stantly being altered. Indeed, cultures can be viewed as living, 
evolving systems where over time some cultural tarts rema^, 
some change, and others are discarded (Attneave, 1989k Accm 
mon, albeit, limited view of cultural change 1 „ 

along a single continuum from "traditional to moderm 
Drawing attention to this perspective is important b° th 
it is common and because it can lead to the devaluing of 
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American Indian culture (Beauvais, 1989). Inherent in this linear 
view of cultural change is the idea that people move from the 
old to the new and that while in transit, they are confused- 
experiencing stress and in general not able to function compe- 
tently. Something of the old is lost when one embraces the new. 
These themes of loss, confusion, and stress emphasize the nega- 
tive aspects of cultural change and represent a limited view. In 
other words, this view of cultural change as occurring along a 
single continuum from traditional to modern contributes to a 
lack of cultural sensitivity. 

A promising alternative view of cultural change is the con- 
cept of biculturalism. Biculturalism is the ability to function 
effectively in the mainstream culture and yet maintain positive 
and significant cultural connections to the ethnic community. 
Oetting and Beauvais (1990-91) refer to this approach as 
orthogonal cultural identity" with the term orthogonal drawing 
attention to the idea that people are capable of identifying inde- 
pendently with more than one culture. McFee (1968) describes 
how some American Indians in his research shifted their frame 
of reference when interacting with whites and then shifted back 
again when dealing with members of their Blackfeet commu- 
nity. He formed the metaphor of 150% man to point out that for 
his respondents, cultural change was not a journey of loss but 
rather one of gain. The bicultural approach introduces the pos- 
sibility of increased cultural sensitivity because it allows equal 
treatment and coexistence of cultures rather than requiring the 
movement from traditional to modern. The bicultural view is 
particularly important in work with urban American Indian 
communities where by necessity community members live in 
two worlds— their Indian culture and the mainstream or domi- 
nant culture. 

To be culturally sensitive, one needs to gain an understand- 
ing of the meaning of the institutions, values, religious ideals, 
habits of thinking, artistic expressions, and patterns of social 
and interpersonal relationships that influence the lives of the 
members of the community in which the research is to take 
place. Clearly this is not a simple task and how well nonmem- 
bers of a culture can accomplish this may vary. However, the 
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alternative of ignoring culture in working with American Indian 
populations relegates our efforts to be of little importance to 
these communities. 

A useful starting point in thinking about cultural sensitivity 
is to focus on values. Some authors have developed typologies 
that compare dominant and other, primarily ethnic, cultural 
values. Randall-David (1989) compares common values of 
"Anglo" and "Other Ethnocultural" groups. In general, this 
typology fits well with the values found in many American 
Indian communities. She indicates that "Anglos" value mastery 
over nature, doing, and individualism, while other groups 
value harmony with nature, being, and group welfare. It is 
important to note that this approach treats culture as a 
dichotomy, comparing white values with the values o ot er 
cultural groups. Although there are indeed many similarities 
among broad cultural groups of American Indians, this typo - 
ogy and others like it carry the risk of lumping together all 
white and all American Indian cultures and attempting to treat 
them as if there are only two large cultural groups. The limita- 
tion of this is apparent when one considers the diversity in 
tribal affiliation, language, degree of American Indian ancestry, 
and reservation or urban residence that is found m the 

American Indian population. 

So why use such a framework at all? Taking these cautions 
and limitations into account, this dichotomous approach 
remains useful as an overview in helping to sort out possible 
areas of cultural difference. It draws attention to the idea of dif- 
ferences and gives prevention workers direction in understand- 
ing the meaning of culture for themselves and for their target 
populations. Use of such frameworks can be of assistance in 
working through the first two steps of cultural competency, 
those of acquiring an awareness of cultural differences and 
becoming aware of one's own culture. In other words, this 
approach is a reasonable starting point for more in-depth 
inquiry into the issue of cultural sensitivity. 

After this starting point of examining differences in cultural 
values, what comes next? Given the range of cultures that exist 
and the amount and kind of knowledge that is necessary in 
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order to carry out prevention work in a way that is compatible 
with the culture of the American Indian community, how can 
workers attain more depth in terms of cultural sensitivity? The 
simple answer is: Because the culture of each community varies, 
there is no substitute for direct and extended involvement. 
However, gaining access to a community is not always an easy 
task. In American Indian communities, one of the first steps in 
gaining access is to describe the intent, nature, and benefits of a 
possible project before the governing body (Beauvais & Trimble, 
1992). On reservations, identification of the governing body is 
clear-cut and is normally the Tribal Council. Urban American 
Indian communities do not have a governing body; however, a 
parallel step might mean meeting with a group composed of 
representatives from the major American Indian organizations. 
In addition, a community meeting open to all American Indian 
people could be used to explain the purpose, costs, and benefits 
of the program. It is important to note that the purpose of such 
meetings is both to show respect for the community by present- 
ing ideas about proposed work and, perhaps more important, to 
obtain feedback from the community. The point of this process 
is that a significant part of being cultur-ally sensitive is to have 
the sanction of the community. Without the sanction, whether it 
is formal or informal, noncommunity members will always be 
seen as outsiders and hence be frustrated in further attempts to 
establish credibility. 

In addition to obtaining community support, culturally sen- 
sitive prevention work involves the community in the actual 
process from start to finish (Davidson, 1988). The prevention 
team might include the technical program people, a broadly 
constituted steering committee, and local colleagues (Mohatt, 
1989). To every extent possible, community members should be 
employed as part of the team. This team should then meet as a 
group throughout the program to determine and monitor the 
specifics of implementation, of explanations to the community, 
and of reporting results. 

While not addressing prevention programs directly. Shore 
(1989) outlined many of the steps necessary for culturally sensi- 
tive work in American Indian communities. The elements of his 
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schema include the following: (1) 

with collaboration with the community, ( ) 

srrsi <. a— «-*•» 

contemplating work in American Indian commumtie . 

Approaches to Prevention 

In a review of more than 50 programs that have been imple- 
,7l American Indian communities. May and Moran 
a^Mdlntmed many issues that can guide prevent* >n e«or*. 
Generally the prevention 

JiSe* it is important to ^ that 

for earlv detection within high-risk groups and for prompt a 
If echve intervention to correct or minimize alcohol misuse in 
the earliest years of onset. Primary prevention is the promotion 
heaUhand ^elimination of alcohol abuse and its consequences 
through community-wide efforts, such as improving knowl- 
edge- altering the environment; and changing t e soci 
ture, norms, and values. Use of these categories allows con 

sideration of diverse programs that focu 

related aspects of the problem. The programs described here 
wme selected because Ly demonstrate the many approaches 
used in American Indian communities. Some of what p 




is distinct to American Indian programs while much is common 
to prevention programs in other communities as well. 



Tertiary Prevention 

Given the magnitude of the problems related to alcohol misuse 
that exist in many American Indian communities, programs that 
emphasize tertiary strategies with alcohol abuse are important 
parts of an overall prevention strategy. Although secondary and 
primary strategies may hold the ultimate hope for healthy com- 
munities, we cannot ignore the problems of those currently alco- 
hol-dependent. 

Weibel-Orlando (1989) describes some of the typical meth- 
ods used in tertiary prevention programs with adult American 
Indian alcoholics. She reports on a survey of 26 federally funded 
rural and urban treatment programs and compares them across 
factors such as ethnicity of staff, strength of affiliation with 
Alcoholics Anonymous (AA), cooperation with tribal healers, 
and treatment effectiveness. Most of the staff in the surveyed 
programs were American Indian. This was seen as positive, 
because non-Indian counselors often faced reactions ranging 
from overt hostility to sullen resistance. Most of the programs 
had a strong AA affiliation; however, this was seen as primarily 
related to the AA background of almost all of the counselors. 
Finally, most of the programs were accommodating to cultural 
practices. On the low end, this involved the display of American 
Indian posters and handicrafts, while programs with more cul- 
tural involvement often included such things as sweat lodges 
and use of a sacred pipe during prayer ceremonies. However, 
traditional American Indian healers played only a minor role in 
the 26 programs. Weibel-Orlando states that several of the med- 
icine men she interviewed expressed doubt that traditional heal- 
ing practices are appropriate in typical treatment settings and 
that most traditional healing is tribal-specific and not available 
to outsiders. She concludes by calling for a more local focus for 
treatment programs, in order to enable increased cultural 
involvement. 
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Tilek-Aall (1981) describes some modifications made to the 
traditional AA approach that appeared to have success with t e 
Coast Salish people of the Northwest. For example, rather than 
being limited to the recovering person, attendance at meeting 
was open to other family and community members. In addition, 
participants were free to come and go as they chose and when 
speaking were encouraged to talk as long as they wanted. This 
more open structure allowed tribal participants to incorporate 
cultural activities as part of the program. Others (Coggins, 1990, 
personal communication, February 9, 1998) have developed cul- 
tural approaches that directly tie the 4 directions of the medicine 

wheel to the 12 steps of AA. 

In a similar vein, Albaugh and Anderson (1974); Pascarosa 
and Futterman (1976); and Blum, Futterman, and Pascarosa 
(1977) describe Native American church practices and peyote 
as therapeutic agents that can treat problems with alcoholism. 
These authors describe the therapeutic efficacy of using the val- 
ues, beliefs, structure, and rituals of the Native American 
church to treat and prevent further problems that resu rom 

Watts and Gutierres (1997) interviewed American Indian 
clients at three residential treatment facilities in Arizona. This 
qualitative work focuses on clients' views of the recovery 
process. A major theme from this study is the importance of 
family and community. For many of the participants it was the 
intervention of significant members of their family and commu- 
nity networks that facilitated their entry into treatment. During 
the treatment programs, elderly family or community members 
were often cited as more important to recovery than the pro- 
gram counselors. The lesson for prevention programs is that 
practices such as talking circles, sweats, and powwows should 
be structured in such a manner as to facilitate active involve- 
ment of the American Indian clients' networks. 

Ferguson (1976) explores the use of stake theory to under- 
stand the outcomes of a treatment study of Navajo chronic a co- 
holies. This is a fairly straightforward theory that holds 
those who have a stake in society will conform to society s norms 
and demonstrate less deviance such as alcohol misuse. 





found that those with a stake in the Navajo society or a stake in 
Western society responded better than participants with a stake 
in neither. However, those with a stake in both Navajo society 
and Western society had the most treatment success. One possi- 
ble explanation of these results is based on the work of Lewin 
(1948), who indicates that individuals require a strong sense of 
group identification to maintain a state of well-being. Ethnic 
identity is a critical component of group identification and is 
considered by many as crucial to self-concept and psychological 
functioning (Gurin & Epps, 1975; Maldonado, 1975). In a sense, 
having a stake in a segment of society is similar to identifying 
with that segment. Oetting and Beauvais (1990-91) found that 
American Indian respondents who did not identify strongly with 
any ethnic group (marginalization) tended to score low on psy- 
chological measures of well-being; those who identified with 
either their ethnic group or mainstream white society (separation 
or assimilation) scored higher; and those who strongly identified 
with both their ethnic group and the mainstream society (bicul- 
turalism) tended to have the highest scores. 

Similarly, Moran, Fleming, Somervell, and Manson (1996), 
in a study of nine high schools located in American Indian 
communities, sorted American Indian adolescents into low and 
high identity on the basis of their identification with both 
American Indian and white cultures. The result was four 
groups: (1) low identification with both American Indian and 
white cultures; (2) high identification with American Indian 
culture only; (3) high identification with white culture only; 
and (4) high identification with both American Indian and 
white cultures. The relation of those four groups to psycholog- 
ical well-being as defined by the respondents' perceptions of 
their social competencies, personal mastery, self-esteem, and 
perceived social support was examined. For all of the measures 
of positive psychological well-being, the mean values across 
the four groups were different at statistically significant levels. 
Further, the lowest scores occurred for those with low identifi- 
cation with both American Indian and white cultures, middle 
range scores were obtained by those with high identification 
with only American Indian or only white culture, and the high- 



ERiC 



16 



49 





, i 



est scores occurred for those with high identification with both 
American Indian and white cultures. The imphcabon o his 
work by Ferguson (1976), Oetting and Beauvais (1990 91), a 
Moran et al. (1996) is that programs at all _ levels i of prevorti 
(tertiary, secondary, and primary) can probably benefit 1 by con- 
sciously addressing issues of culture in a manner that fosters 
stronger identification and thus enhances participants stake in 
both their American Indian society and Western society. 

Secondary Prevention 

A majority of the secondary prevention programs aimed at 
American Indians in recent years have been school-based initia- 
tives that emphasize information about eHertsan. d conse- 

quences of substance abuse. Programs such as Here s Looki g 
at You," "Project Charley," and "Babes" have been used in naany 
American Indian communities, both on and off reservations 
(May & Moran, 1995). The consistent themes in schoohbase 
substance abuse prevention programs are building bicult 
competence (LaFromboise and Rowe, 1983), increasing self- 
esteem and self-efficacy OHS, 1987), improving resistance to 
peer pressure and overall discriminatory and judgment skilk 
(Duryea & Matzek, 1990; Gilchrist, Schinke, Trimble & 
Cvetkovich, 1987; Schinke, Orlandi, Botvin, GilchnstTrimbe^ 
Locklear, 1988; Schinke, Schilling, Gilchrist, Asby, & Ki^ura- 
1989), and increasing the perception of the riskiness of alco 
and drug use (Bernstein & Woodall, 1987). The current l era ure 
"Jportf these approaches if they are undertaken in combina- 
tion 1 ^ That is, building self-esteem alone is not likely to red 
alcohol use, while building new perceptions, values, skills, and 
support systems along with increasing self-esteem may r be ben- 
eficial. Newcomb and Bentler (1989) indicate that in addit on To 
single targets such as self-esteem, these programs must a 
affect Asocial and cultural aspects of life and mitigate pee 
group pressure. This can be accomplished by either direct 
indirect influence, but the sociocultural aspects must be 
addressed in addition to the mental health and psychologi 
issues (Oetting & Beauvais, 1989). 
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Moran (1999) reports on a secondary prevention program 
that targeted urban American Indian youth. The program was 
conceptualized and based on two sources of expertise. It built 
directly on the prevention research and it also involved the local 
American Indian community through a process of community 
meetings and focus groups. From the literature came the general 
approaches of (1) correcting inaccurate stereotypes that overem- 
phasize the amount of alcohol use; (2) developing a conflict 
between personal values and alcohol use; (3) enhancing self- 
esteem; (4) teaching a structured way for making good deci- 
sions; (5) learning and practicing skills to resist peer pressure; 
and (6) making a personal commitment to not use alcohol. These 
approaches were chosen because they have demonstrated effec- 
tiveness across ethnic groups (Hanson, 1993). 

In order to address culture in a meaningful way, the local 
American Indian community was systematically involved in 
identifying a unifying theme for the program. Meetings with 
various groups of American Indian people were held to discuss 
what was needed in the community and to provide details 
about the study. This process resulted in a name for the project: 
the Seventh Generation. From an American Indian cultural per- 
spective, this is more than just a name. Among the Lakota, who 
represent the majority of American Indian people involved in 
the meetings, the phrase refers to a time of healing, a time for 
American Indian nations to come together. Today's American 
Indian children are considered to be the seventh generation. 
Thus, using this name for an alcohol prevention program tar- 
geting American Indian youth carries a powerful message 
within the community. 

A second meaning of the term derives from placing the chil- 
dren in the center of seven generations. For American Indian 
people this conceptualization fits well with prevention efforts. 
Namely, children must remember the wisdom of their elders 
(parents, grandparents, and great-grandparents) when making 
decisions and they must also consider the impact of their deci- 
sions on those who will come after them (children, grandchil- 
dren, and great-grandchildren). This multigenerational view fits 
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well with the concept of responsible decision making and 

bec in ■ re *“"*£ 

emerged that a set o values the participants 

A fter g e nerating a Irsf , Gen ' erosity , Courage, 

narrowed the list to 7. Harmony i F ' , ues reflect many 
Wisdom, Humility, and Honesty. Medicine Wheel of 

Beauty. Thus, rather than using cultural artifac 
, v? nf American Indian arts and crafts, the ^evei 

H5 aSSSstssssi 

programs. 

Primary Prevention 

stresses primary prevention through social policy, environmen- 
tal change, and broad-based action for .^^offocuses on 
Office of Substance Abuse Prevention (OSAP, 1990) focuses o 
, rt, mputal health and substance abuse programs for preve 

Sdfn—meS 

successful prevention programs will have to co 
communities themselves. 




Beauvais (1992b) pinpoints socioeconomic conditions as the 
major factor that has contributed to substance abuse in 
American Indian communities. He proposes an integrated 
model of prevention that focuses on improvement in (1) social 
structure (economics, family structure, and cultural integrity); 
(2) socialization (family caring, sanctions, and religiosity); (3) 
psychological factors (self-esteem and reduced alienation); and 
(4) peer clusters (peer encouragement for nonuse and sanctions 
against alcohol and drug use). Beauvais believes that this will 
ultimately lead to lower levels of alcohol and drug use. This is 
similar to the work of Beauvais and LaBoueff (1985), in which 
the comprehensive community action approach is advocated, 
an approach that should be implemented in a collaborative 
manner from within the community rather than from the top 
down. 

Beauchamp (1980) reiterates the community focus in a four- 
step approach to the process of primary prevention in American 
Indian communities. First, there should be a focus on building 
consensus around which aspects of alcohol-related behavior can 
and must be addressed for the benefit of the larger community. 
Second, a definition of safe or nonproblematic drinking patterns 
should be developed. This is an important step since nonprob- 
lematic drinking is not an appropriate target for prevention 
efforts. Third, approaches to reduce unsafe drinking practices 
and encourage nonproblematic practices should be planned and 
carried out. Fourth, there should be a focus on broad commu- 
nity support for all efforts at reducing unsafe drinking practices. 
Beauchamp's point is that both problem definition and solution 
should be collective efforts. 

May (1992) provides an overview of several specific primary 
prevention strategies that can be used. First is the regulation of 
alcohol supply through raising taxes, limiting and controlling the 
number and types of alcohol outlets, enforcing strict age limits 
on alcohol use, discouraging advertising targeted at vulnerable 
groups, and enforcing current reservation laws. This latter point 
deserves further comment. Until 1953, Federal law prohibited 
alcohol on all reservations and since that time only about 30 per- 
cent of reservations have voted to allow alcohol. In other words. 
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prohibition continues on approximately 7° p^cent ^current 

v .• Qh-irt enforcement of such laws might reduce r 

level ^of alcohol-related problems. On the other hand, prohibition 
does not seem to have worked well since bootlegging is common 
on d^ Reservations and availability of alcohol at off-reservahon 
sLs often results in an increase in the risk of intoxicated driving. 
An argument can be made that a more rational policy would be 
legalization of alcohol with strict and enforceable guide me 

focused on reducing unsafe drinking P" achceS q , this 

The second strategy presented by May (1992) focuses on mis 
last noint namely reducing unsafe drinking and promoting sa e 
and appropriate drinking. Drinking behaviors 

have found unacceptable are driving under ‘he 'nfluence, 
chronic intoxication, alcohol-related violence, public inebna 
tion and alcohol consumption by pregnant women. Laws limi 
ne each of these behaviors could be enacted and enforced. 
Further public education regarding the negative impact of these 
drinking' practices should be carried out through school pro- 
grams and'media campaigns targeting all, commumty 
The third strategy emphasized by May 
reducing environmental risk. Some of these measures are 
increasing the use of passive restraints such as seat belts, air 
bags and infant seats; promoting designated-dnver and l safe 
rid 8 e programs; mandating server training; supporting domestic 
violence S shelters; and focusing enforcement efforts on drinking 
establishments that produce the most public drun enness a 

° thl rttale"s of these strategies in American 
Indian communities. Marum (1988) ■ describes the 
generated prevention process with one 
Public education on substance abuse was undertaken 
increase the pool of knowledgeable and skilled peop e w 
would be working on preventing substance ^e. SP e cAcaUy 
the Alaskan efforts emphasized community mobilization an 
empowerment through volunteer networks to —ease knowl- 
edge of substance abuse and interventions community- 
awareness of substance abuse, alcohol and other drug e uc 
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for youth, problem solving at the local level, and increased 
involvement and empowerment of the elders. 

Maynard and Twiss (1970) describe a pilot model commu- 
nity mental health program at Pine Ridge, South Dakota. 
Research was generated on social and environmental conditions 
that were related to mental health, substance abuse, and other 
health and behavioral health conditions. They describe the his- 
torical, demographic, economic, social, and cultural conditions 
among the Oglala Lakota (Sioux) at Pine Ridge and analyze 
their significance for behavioral health. A large part of their con- 
cern is related to alcohol and substance abuse. They make a 
number of suggestions for prevention that concentrate on com- 
munity-wide structural issues. Maynard and Twiss advocate a 
major social and economic development program that elimi- 
nates dependent poverty through providing culturally 
approved employment opportunities on the reservation, 
upgrading the educational system, and fostering leadership 
through strengthening the authority and dignity of the tribal 
leadership and tribal council. Similarly, Macedo (1988) provides 
a primary prevention perspective on whole communities that 
are injured" and traumatized by modern forces, particularly 
alcohol abuse. Macedo emphasizes the concept that these com- 
munities must first work through their collective trauma and 
then begin to develop their own internal interventions. May, 
Miller, and Wallerstein (1993) describe several steps that are use- 
ful in developing appropriate community-based prevention 
programs: (1) listen, (2) develop a relationship, (3) encourage 
dialogue, (4) avoid polarization, (5) provide a range of alterna- 
tives, and (6) help the community initiate options on its own. 

Summary and Conclusion 

As a group, American Indians experience many problems that 
] are related to alcohol misuse. Alcohol-involved mortality data 
I are worse for American Indians than overall U.S. averages. The 

j age of first involvement with alcohol is younger, the frequency 

and amount of drinking is greater, and negative consequences 
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are more common for American Indian than non-Indian youths. 
The literature summarized in this chapter shows that programs 
do exist that are attempting to promote health in the face of the 
problem of alcohol misuse among American Indians. A theme 
that carries throughout this literature is that programs that 
address these issues, and thus the efforts of prevention workers, 
must take account of American Indian heterogeneity as it is 
reflected in tribal affiliation, cultural groups, language, and 
blood quantum. We must also take into consideration the young 
age composition of the American Indian population and the 
observation that the majority of American Indian people live off 
rather than on reservations. 

What then are the principles that can be extracted from the 
material covered in this chapter? First, regarding principles that 
apply to the way prevention workers carry out their work in 
American Indian communities, there are several observations of 
importance. The main points are (1) programs must emerge 
from the community, (2) prevention workers must demonstrate 
a commitment to the community, and (3) non-community mem- 
bers need to develop cultural sensitivity. 

Developing cultural sensitivity starts by becoming aware of 
one's own cultural values and then learning about differences 
relative to other cultures. A key point here is to avoid the urge 
to attempt to become a member of the community to become 
an American Indian. Many jokes are made among American 
Indians about such people as being members of the Wanabe 
Tribe. Acquiring a deeper level of cultural sensitivity requires 
spending time in a community. However, entree to a commu- 
nity, at least at the program level, requires one to identify and 
negotiate access with appropriate gatekeepers such as tribal 
councils or representatives from key agencies. A central point m 
this negotiation is to demonstrate how the community is going 
to benefit from the program. The historical distrust of outsiders 
that is present in many American Indian communities is based 
at least in part on a history of programs that took more than they 
gave. This is an extremely sensitive issue in many American 
Indian communities. 
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Second, regarding the prevention approaches that are most 
appropriate in American Indian communities, several principles 
emerge. Use American Indian persons as staff whenever possi- 
ble and incorporate cultural concepts within the programs. This 
latter point comes up over and over again. The challenge is how 
to do this in a meaningful way when culture varies across 
American Indian communities. Here the key is to design pro- 
grams in a way that allows the content to be shaped and molded 
to fit the local culture. In addition, programs must assist people 
in their efforts at empowerment (Beauvais & LaBoueff, 1985). 
Prevention programs can be initiated by outside "experts" 
working with American Indian leaders, but individuals in the 
local community must continue the activities (Moran, 1995; 
OSAP, 1990). This does not mean that programs designed for 
one American Indian community cannot be transferred to oth- 
ers. It does mean that programs should be made relevant to local 
norms, values, and conditions through particular, culturally 
sensitive adaptations (May & Hymbaugh, 1989). A further prin- 
ciple derives from the observation that American Indian people 
live in two worlds: their American Indian community and the 
dominant society. Prevention workers should keep the concept 
of bicultural identity in the forefront and should structure pro- 
grams in a manner that strengthens participants' ability to iden- 
tify with and function in both of their worlds. 

Always keeping the issue of adaptation to the specific culture 
in mind, prevention workers should promote a comprehensive 
community approach to prevention. The goal should be to apply 
comprehensive strategies and programs to reduce alcohol- 
related problems among total groups and aggregates of individ- 
uals (Beauchamp, 1980). The focus therefore is on communities 
and particular geographic areas and not on individuals. No sin- 
gle type of alcohol abuse prevention should be championed, but 
rather various programs and approaches should be fit or bound 
together in a mutually supportive and beneficial manner (May, 
1992). Therefore, different levels of prevention dealing with a 
variety of alcohol-involved behaviors should be used and coor- 
dinated (Bloom, 1981; Manson, Tatum, & Dinges, 1982). For 
example, prevention efforts must have plans for involving and 





57 




strengthening the comrmmity -d « ^ ^ 
iliPQ that are strong and well mtegratea 

better indicators of adjustoent and ‘ n pre . 

tors of deviance (Jensen S tauss & Hams 1977h h J P 

»» ». — * ™> »< 

a comprehensive community-wide plan and approac . 

References 

t o a a p D H974) Pevote in the treatment of alco- 

**£& AmScan Indians. American Journal oj **«*» 131 01). 

1247-1250. . 

. . p t (1989) Who has the responsibility? An evolving model to 

“ "ethical plems in .nierculmial resoaich. Amencun Indian - 
Alasfca Native Mental Health Research, 2 (3), 18-24. 

O U t r Wallace 1 M , O'Malley, p. M., Johnston, L. D., Kurth e. ., 

Bachman, J.G., Wallace ) |. , J differences in smoking, dnnk- 

& Neighbors, H. W. (1991). Raaal/emruc seniors, 

ing, and illicit drug use among 372-377 

1976-1989. American Journal of Public Health, 81 (3), 372 3 . 

Beauchamp, D. E. (1980). Beyond alcoholism: Alcohol and public health policy. 

Philadelphia: Temple University Press. 

Beauvais F (1989). Limited notions of culture ensure research ai ure^ 
iZncan Indian and Alaska Native Mental Health Research, 2 (3), 25-28. 

Beauvais F (1992a). Trends in Indian adolescent drug and i alcohol [use. 

. Zencan Indian and Alaska Native Mental Health Research, 5 (1), 1-12. 

_ • n HQ92b) An integrated model for prevention and treatment o 

“ahule 9 among^merfcan Indian youth. Journal of Addictive Diseases. 11 

(3), 68-80. . 

,, c hqrr'i DnifT and alcohol abuse intervention in 

Bea A^ntn"— . International Journo, oj 1,0 Addictions. 20 <1>, 
139-171. 




Beauvais, F„ Oetting, E. R„ & Edwards, R. W. (1985a). Trends in the use of 
inhalants among American Indian adolescents. White Cloud Journal, 3 (4), 



Beauvais, F„ Oetting, E. R„ & Edwards, R. W. (1985b). Trends in drug use of 
Indian adolescents living on reservations: 1975-1983. American Journal on 
Drug and Alcohol Dependence, 11 (3 & 4), 209-229. 

Beauvais, F„ & Trimble, J. E. (1992). The role of the researcher in evaluating 
American Indian drug abuse prevention programs. In M. Orlandi (Ed.), 

Cultural competence for evaluators: A guide for alcohol and other drug abuse pre- 
vention practitioners working with ethnic/racial communities. (Cultural 
Competence Series No. 1, DHHS Publication No. ADM 92-188492. 

Rockville, MD: Office of Substance Abuse Prevention, pp. 173-202. 

Bernstein, E., & Woodall, W. G. (1987). Changing perceptions of riskiness in 
drinking, drugs, and driving: An emergency department-based alcohol 
and substance abuse prevention program. Annals of Emergency Medicine 
16 (2), 1350-1354. 

Bloom, M. (1981). Primary prevention: The possible science. Englewood Cliffs 
NJ: Prentice-Hall. 

Blum, K„ Futterman, S. L., & Pascarosa, P. (1977). Peyote, a potential ethno- 
pharmacologic agent for alcoholism and other drug dependencies: 

Possible biochemical rationale. Clinical Toxicology, 11 (4), 459-472. 

Botvin, J„ Baker, E., Dusenbury, L„ Botvin, E., & Diaz, T. (1995). Long-term 
follow-up results of a randomized drug abuse prevention trial in a white 
middle-class population. Journal of the American Medical Association 273 
(14), 1106-1112. & 

Cardenas, Paul. (1989). Culture and cultural competency: Youth focused pre- 
vention and intervention [Monograph]. Denver, CO: Colorado State 
Alcohol and Drug Division. 

Coggins, K. (1990). Alternative pathways to healing: The recovery medicine wheel. 

Deerfield Beach, FL: Health Communications. 

Cross, Terry. (1988). Services to minority populations: Cultural competence 
continuum. Focal Point, 3 ( 1), 1-4. 

J Davidson, M. E. (1988). Advocacy research: Social context of social research. 

| In C. Jacobs & D. Bowles (Eds.), Ethnicity and race: Critical concepts in social 

j work (pp. 114-130). Silver Springs, MD: National Association of Social 

Workers. 

de Anda, D. (1984). Bicultural socialization: Factors affecting the minority 
experience. Social Work (March- April), 101-107. 

: Dozier, E. P. (1966). Problem drinking among American Indians: The role of 

! sociocultural deprivation. Quarterly Journal of Studies on Alcohol, 27, 72-84. 




26 



59 







Durvea, E. J„ & Matzek, S. (1990). Results of a first-year pilot study in peer 
pressure management among American Indian youth. Wellness 
Perspectives: Research , Theory , and Practice , 7 (2), 17 
Ferguson, F. N. (1968). Navajo drinking: Some tentative hypotheses. Human 
Organization, 27, 159-167. 

Ferguson, F. N. (1976). Stake theory as an explanatory device in Navajo alco- 
hol treatment response. Human Organization, 35 (1), 63 //. 

Fleming C M (1992). American Indians and Alaska Natives: Changing soci 
ettes past and present. In M. Orlandi (Ed.), Cultural Competence for 
Evaluators: A Guide for Alcohol and Other Drug Use Prevention Practitioners 
working with Ethnic/Racial Communities. Cultural Competence Senes 
Monograph of the Office of Substance Abuse Prevention. Rockville, MD. 
Office of Substance Abuse Prevention, pp. 147-171. 

Forslund, M. A., & Cranston, V. A. (1975) A self-report compans on of Indian 
and Anglo delinquency in Wyommg. Criminology, 12 (2), 193- 9 . 

Forslund, M. A., & Meyers, R. E. (1974). Delinquency among Wind River 
Indian reservation youth. Criminology, 12 (1), 97 106. 

Gilchrist, L„ Schinke, S. P, Trimble, J. E„ & Cvetkovich, G. (1987k Skills 
enhancement to prevent substance abuse among A ™ncan Indian adoles 
cents. International Journal on the Addictions, 22 (9), 869-8/9. 

Green, James W. (1982). Cultural Awareness in the Human Services. Englewood 
Cliffs, NJ: Prentice-Hall. 

Gurin, P, & Epps, E. (1975). Black consciousness, identity, and achievement. New 
York: Wiley. 

Hanson, W. B. (1993). School-based alcohol prevention programs. Alcohol 
World Health and Research, 17 (1), 54-60. 

Hirschfelder, A., & Montano, M. (1993). The Native American almanac. New 
York: Prentice Hall. 

Hisnanick, J., & Erickson, P. (1993). Hospital resource utilization by American 
Indians/Alaska Natives for alcoholism and alcohol abuse. American 
Journal of Drug and Alcohol Abuse, 19 (3), 387-396. 

Hodgkinson, H. L„ Outtz, J. H„ & Obarakpor, A. M. (1990). The demographics 
of American Indians: One percent of the people ; fifty percent of the diversity. 
Washington, DC: Institute for Educational Leadership. 

Hughes S P, & Dodder, R. A. (1984). Alcohol consumption patterns among 
American Indians and White college students. Journal of Studies on Alcohol, 

45 (5), 433-440. 

Indian Health Service. (1987). School/community based alcoholism/substance 
abuse prevention survey. Rockville, MD: U.S. Department of Health and 
Human Services. 



60 



27 




Indian Health Service. (1991). Trends in Indian Health. Rockville, MD: U.S. 
Department of Health and Human Services. 

Indian Health Service. (1992). Trends in Indian Health. Rockville, MD: U.S. 
Department of Health and Human Services. 

Indian Health Service. (1993). Trends in Indian Health. Rockville, MD: U.S. 
Department of Health and Human Services. 

Indian Health Service. (1999). Trends in Indian Health. Rockville, MD: U.S. 
Department of Health and Human Services. 

Jensen, G., Stauss, J„ & Harris, V. (1977). Crime, delinquency and the 
American Indian. Human Organization, 36 (3), 252-257. 

Jilek-Aall, L. (1981). Acculturation, alcoholism, and Indian-style Alcoholics 
Anonymous. Journal of Studies on Alcohol, 9, 143-158. 

LaFromboise, T. D„ & Rowe, W. (1983). Skills training for bicultural compe- 
tence: Rationale and application. Journal of Counseling Psychology, 30 (4), 
589—595. 

Last, J. M. (1983). A dictionary of epidemiology. New York: Oxford University 
Press. 7 



Lewin, K. (1948). Resolving social conflicts. New York: Harper. 

Lockart, Barbetta. (1981). Historical distrust and the counseling of American 
Indians and Alaska Natives. White Cloud Journal, 2 (3), 31-34. 

Lum, Doman. (1986). Social work practice and people of color. Monterev CA- 
Brooks/Cole Publishing. 

Lurie, N. O. (1971). The world's oldest on-going protest demonstration. 
Pacific History Review, 40 (3), 311-332. 



Macedo, H. (1988). Community trauma and community 
Medical Research, 47 (Suppl. 1), 94-96. 



interventions. Arctic 



Mail, P. D. (1985). Closing the circle: A prevention model for Indian commu- 
nities with alcohol problems. IHS Primary Care Provider, 10 (1), 2-5. 

Mail, P D„ & Johnson, S. (1993). Boozing, sniffing, and toking: An overview 
o the past, present, and future of substance use by American Indians 
American Indian and Alaska Native Mental Health Research, 5 (2), 1-33. 

Ma ^' P ‘ P) ' & Wn S ht ' L - J- 0989). Point of view: Indian sobriety must come 
from Indian solutions. Health Education Research, 20 (5), 15—19. 

Maldonado, J. (1975). Ethnic self-identity and self-understanding Social 
Casework , 56, 618-622. 



Manson, S. M., Shore, J., Barron, A., Ackerson, L., & Neligh, G. (1992). 
Alcohol abuse and dependence among American Indians. In J. Helzer & 

G. Canino (Eds.), Alcoholism in North America, Europe, and Asia. New York- 
Oxford University Press. 



28 








Manson, S. M, Tatum, E„ & Dinges, N. G. 

fouS for theory and practice in mental health. In S. M. Manson (Ed.), 

New directions in prevention among American Indian and Alaska Native com 
munities. Portland, OR: Oregon Health Sciences University. 

Marum L (1988). Rural community organizing and development strategies 
in Alaska Native villages. Arctic Medical Research, 47 (Suppl. 1), 354-356. 

May, P. A. (1982). Substance abuse and American Indians: and 

susceptibility. International Journal on the Addictions , 17, 1185 1209 . 

Mav P A (1986) Alcohol and drug misuse prevention programs for 

American Mans: Needs and opportunities. Journal of Studies on Alcohol, 

47 (3), 187-195. 

Mav P A (1989) Alcohol abuse and alcoholism among American India 

An overview in T. D. Watts & R. Wright (Eds.), Alcoholism m minority pop- 
ulations. Springfield, IL: Charles C. Thomas. 
x . PA n qqm Alcohol policy considerations for Indian reservations and 
^der t‘Z commSes. American Indian and Alesha Native Mental Health 

Research, 4 (3), 5-59. 

May, P. A. (1995). The prevention of alcohol and ^abuse 

amone American Indians: A review and analysis of the literature. I . 
Langton (Ed ), The challenge for participatory research in the prevention of alco- 
W relwprohi ems in ethnfc communities (Cultural Competence Senes, 
Special Collaborative CSAP/NIAAA Monograph 3, pp .183-244). 

Rockville, MD: U.S. Department of Health and Human Services, en 

for Substance Abuse Prevention. 

May, P A., & Hymbaugh, K. J. (1989). A macro-level fetal alcohol syndrome 
prevention program for Native Americans and Alaska Natives. 

Description and evaluation. Journal of Studies on Alcohol, 50 (6), 508-518. 

May, P. A., Miller, J. H„ and Wallerstein, N. (1993). Motivation and commu- 
nity prevention of substance abuse. Experimental and Clinical 
Psychopharmacology , 1 (D/ 68-79. 

May, P„ & Moran, J. (1995). Prevention of alcohol misuse: A review of health 
promotion efforts among American Indians. American Journal of Health 

Promotion, 9 (3). 

Maynard, E., & Twiss, G. (1970). That these people may live. Washington, DC: 
U.S. Government Printing Office. 

McFee, Malcolm. (1968). The 150% man, a product of Blackfeet acculturation. 

American Anthropologist, 70, 1096-1103. 

Mohatt, Gerald V. (1989). The community as informant or coll ^ bora ^ r ' 

A Tndinti arid Alaska Native Mental Health Research, 2 (3), 64-70. 




62 



29 





Moran, J. (1995). Cultural sensitivity in alcohol prevention research in ethnic 
communities. In P. Langton (Ed.), The challenge for participatory research in 
the prevention of alcohol related problems in ethnic communities (Cultural 
Competence Series, Special Collaborative CSAP/NIAAA Monograph 3, 
pp. 43-56). Rockville, MD: U.S. Department of Health and Human 
Services, Center for Substance Abuse Prevention. 

Moran, J. (1999). Alcohol prevention among urban American Indian youth. 
Journal of Human Behavior in the Social Environment, 2 (1-2), 51-67. 

Moran, J., Fleming, C., Somervell, P., & Manson, S. (1996). Measuring ethnic 
identity among American Indian adolescents. Unpublished manuscript. 
National Center for American Indian and Alaska Native Mental Health 
Research. 

Newcomb, M. D„ & Bentler, P. M. (1989). Substance abuse among children 
and teenagers. American Psychologist, 44 (2), 242-248. 

Oetting, E. R., & Beauvais, F. (1989). Epidemiology and correlates of alcohol 
use among Indian adolescents living on reservations. In: Alcohol Use 
Among U.S. Ethnic Minorities (NIAAA Research Monograph #18). 
Rockville, MD: U.S. Public Health Service. 

Oetting, E. R„ & Beauvais, F. (1990-91). Orthogonal cultural identification 
theory. The cultural identification of minority adolescents. International 
Journal of the Addictions, 25 (5A & 6A), 655-685. 

Oetting, E. R„ Beauvais, F„ & Edwards, R. W. (1988). Alcohol and Indian 
youth. Social and psychological correlates and prevention. Journal on Drus 
Issues, 18, 87-101. 

Office of Substance Abuse Prevention. (1990). Breaking new ground for 
American Indian and Alaska Native youth at risk: Program summaries 
(Technical report #3). Rockville, MD: U.S. Department of Health and 
Human Services. 

Okwumabua, J. O., & Duryea, E. J. (1987). Age of onset, periods of risk, and 
patterns of progression in drug use among American Indian high school 
students. International Journal of the Addictions, 22 (12), 1269-1276. 

Orlandi, M. A. (1992). Defining cultural competence: An organizing frame- 
work. In M. Orlandi (Ed.), Cultural Competence for Evaluators: A Guide for 
Alcohol and Other Drug Abuse Prevention Practitioners Working with 
Ethnic/Racial Communities. Cultural Competence Series 1, Monograph of 
the Office of Substance Abuse Prevention. Rockville, MD: Office of 
Substance Abuse Prevention, pp. 293-299. 

Pascarosa, P., & Futterman, S. (1976). Ethnopsychedelic therapy for alco- 
holics: Observations in the Peyote ritual of the Native American Church. 
Journal of Psychedelic Drugs, 8 (3), 215-221. 




30 



63 




Randall-David, E. (1989). Strategies for working with culturally diverse communi- 
ties and clients. Washington, DC: Association for the Care of Children's 
Health. 

Savard, R. J. (1968). Effects of disulfiram therapy on relationships within the 
Navajo drinking group. Quarterly Journal of Studies on Alcohol, 29 (4), 
909-916. 

Schinke, S. P., Orlandi, M. A., Botvin, G. J., Gilchrist, L„ Trimble, J. E„ & 

Locklear, V. S. (1988). Preventing substance abuse among American Indian 
adolescents: A bicultural competence skills approach. Journal of Counseling 
Psychology, 35 (1), 87-90. 

Schinke, S. R, Shilling; R. F., Gilchrist, L„ Asby, M. R„ & Kitajima, E. (1989). 
Native youth and smokeless tobacco: Prevalence rates, gender difference, 
and descriptive characteristics. NCI Monographs, 8, 39-42. 

Shore, J. H. (1989). Transcultural research run amok or arctic hysteria? 
American Indian and Alaska Native Mental Health Research, 2 (3), 46—50. 

Snipp, C. M. (1989). American Indians: The first of this land. New York: The 
Russell Sage Foundation. 

Swaim, R. C., Oetting, E. R., Edwards, R. W., & Beauvais, F. (1989). Links 
from emotional distress to adolescent drug use: A path model. Journal of 
Consulting and Clinical Psychology, 57 (2), 227-231. 

Tello, J. (1985). Developing cultural competence: Awareness, sensitivity, inte- 
gration, and competence. Unpublished manuscript. 

U.S. Census Bureau. (1992). American Indian and Alaska Native areas: 1990. 
Washington, DC: U.S. Government Printing Office. 

Valentine, C. A. (1971). Deficit, difference, and bicultural models of Afro- 
American behavior. Harvard Educational Review, 41, 137-157. 

Watts, L„ & Gutierres, S. (1997). A Native American-based cultural model of 
substance dependency and recovery. Human Organizations, 56 (1), 9-18. 

Weibel-Orlando, J. (1989). Treatment and prevention of Native American 
alcoholism. In T. D. Watts & R. Wright (Eds.), Alcoholism in minority popula- 
tions. Springfield, IL: Charles C. Thomas. 

Weisner, T. S., Weibel-Orlando, J. C„ & Lang, J. (1984). Serious drinking. 
White man's drinking, and teetotaling: Drinking levels and styles in an 
urban American Indian population. Journal of Studies on Alcohol, 45 (3), 

’ 237-250. 

Wilson, T. (1992). Blood quantum: Native American mixed bloods. In M. 

Root (Ed.), Racially mixed people in America. Newbury Park, CA: Sage. 

Winfree, L. T., & Griffiths, C. T. (1983a). Youth at risk: Marijuana use among 
Native American and Caucasian youths. International Journal on the 
Addictions, 18, 53-70. 



64 



31 





Winfree, L. T, & Griffiths, C, T. (1983b). Social learning and adolescent mari- 
juana use: A trend study of deviant behavior in a rural middle school 
Rural Sociology, 48 (2), 219-239. 

Wingert, J. L. (1982). Inhalant use among Native American adolescents: A 
comparison of users and non-users at Intermountain Intertribal School. 
Unpublished dissertation, Utah State University. 




32 



65 





U.S. Department of Education 

Office of Educational Research and Improvement (OERI) 
National Library of Education (NLE) 
Educational Resources Information Center (ERIC) 



® 




NOTICE 

Reproduction Basis 




This document is covered by a signed "Reproduction Release 
(Blanket)" form (on file within the ERIC system), encompassing all 
or classes of documents from its source organization and, therefore, 
does not require a "Specific Document" Release form. 




This document is Federally-funded, or carries its own permission to 
reproduce, or is otherwise in the public domain and, therefore, may 
be reproduced by ERIC without a signed Reproduction Release form 
(either "Specific Document" or "Blanket"). 




EFF-089 (3/2000) 




